Strokes can result in many different disabilities, ranging from motor control and urinary incontinence to depression and memory loss. Stroke usually occurs on only one side of the brain, so decreased motor control (the ability to move muscles in a coordinated manner) usually develops on only one side of the body. Total 30 participants including both male and female who were previously diagnosed by Neurologist was recruited for the study. Subject will be selected as per convenient sampling and assigned into two groups i.e. Group -A (Experimental group) and Group-B (Control Group). In group-A subjects were given motor imagery and conventional therapy both; in group-B subjects were given conventional therapy alone. This group received Motor imagery (10-15 minute) & Conventional therapy (30-40 minutes) both and it was given in single session of 45-50 minutes. The program was conducted for 3 times per week. Total duration of both programs was for 4 weeks. For group B Intervention of Conventional therapy alone was given for 30-40 min. No significant differences were found between the groups regarding their age. Group A got 13 subjects with (mean age = 65.46 years ±7.55) and Group B got 13 subjects with (mean age = 65.69 ±5.58). Both programs were conducted in the respective participant's home and hospital environment. The procedure requires only a stopwatch, two felt tip marking pens with washable ink, and a 16-m (53ft) walkway that is premeasured and marked with masking tape at four points. Initially subjects were introduced with Motor Imagery technique. Statistics are performed by using SPSS 13 and Sigma state. t-Test was used for analysis of data. Paired t-test was applied to compare the data of Gait assessment (stride length, step length, gait velocity and cadence) within group. Student t-test was used to compare the data of gait assessment (stride length, step length, gait velocity and cadence) between groups. The statistical significance was set at 0.05 at 95% confidence interval and P value <0.05 was considered significant.
INTRODUCTION:
Strokes can result in many different disabilities, ranging from motor control and urinary incontinence to depression and memory loss. Stroke usually occurs on only one side of the brain, so decreased motor control (the ability to move muscles in a coordinated manner) usually develops on only one side of the body. In fact, one side of the body may be paralyzed (hemiplegia), or muscles on the affected side may be weakened (hemiparesis). Because of the weakness or paralysis in large muscle groups, injuries from falls are common complications of motor control disturbances 2 Functional magnetic resonance imaging (fMRI) showed activation in frontal, parietal cortical and sub-cortical areas that are involved in action planning, execution and modulation. Recently, the first fMRI study was published that investigated brain activation during imagination of whole body movements, supporting the findings from many MI intervention studies in sport psychology 6 . Functional brain imaging studies have indicated that several cortical and subcortical areas active during actual motor performance are also active during imagination or mental rehearsal of movements 9 In the absence of the movement, there is detectable EMG activity during motor imagery, this shows there is a cortical excitability with no changes in spinal excitability 7 . Motor imagery is a high level process which however manifests itself in the activation of those same cortical circuits that are normally involved in the movement execution 8 . Imagery practice should focus on its specific impairments during gait in order to affect the performance of the paretic lower extremity with conventional therapy 4-12 .
METHODOLOGY

Sample
Total 30 participants including both male and female who were previously diagnosed by Neurologist was recruited for the study. 
Source of Subject
Protocol
This study consisted of two groups-Experimental group (A) and Control group (B). 26 subjects were chosen as per the inclusion and exclusion criteria, and informed consent was obtained from all subjects after the procedure was explained to them.
The 4 weeks intervention was given to the subjects of both groups alternately, 3days a week for Group A and 3days a week for group B. 45-50 minutes protocol for Group A and 30-40 minutes protocol for Group B.
Group-A Protocol
This group received Motor imagery (10-15 minute) & Conventional therapy (30-40 minutes) both and it was given in single session of 45-50 minutes. The program was conducted for 3 times per week. Total duration of both programs was for 4 weeks.
Motor Imagery technique used:
The internal as well as external imagery scenes were applied in this intervention protocol. The 2 main goals were:
 To facilitate movement and posture of the affected lower extremity during gait by focusing on specific impairments  To enhance functional walking within subjects own environment
Conventional therapy technique used:
The Conventional therapy for gait training in this group was given as per the protocol of Group B.
Group-B Protocol
In this group Intervention of Conventional therapy alone was given for 30-40 min. In Conventional gait training, Patient practiced functional, Task-specific loco motor skill walking forward and side stepping) (5 minutes)
Elevation activities (e.g. step-up/step-down, lateral step-up, stair climbing,)
Community activities (walking on ramps, curves and over and around obstacles), and Quadriceps strengthening. 
Procedure
A total of 26 subjects who were previously diagnosed as cases of Stroke by a Neurologist and met the inclusion criteria of the study were included in the study. The participants were screened by -mini mental state examination, before they were selected for the study. Prior to enrolling into the study, need and purpose of study were told to the participants. Informed consent was signed before study. 
Gait Assessment
The procedure requires only a stopwatch, two felt tip marking pens with washable ink, and a 16-m (53ft) walkway that is premeasured and marked with masking tape at four points. A hallway, an outside cement area at a clinic, or patient's home, as well as a portion of a clinic floor can be used for the walkway. The walkway is marked to show a centre area 6 m long and two 5-m areas on each end. Measurements are made within the 6-m area only; the two 5-m areas allow for warming up to "normal" velocity before measurement and slowing down after measurement. Using these extensions of the measurement area of the walkway is intended to eliminate measurement errors.
Figure 1: Shows pattern of steps
The patient is instructed to walk at his usual walking speed from one end of the 16-m walkway to the other end. The therapist, using a stopwatch, records the time taken for the patient to walk the centre 6 m. Measurements within the 6-m area are then made of distances from each heel contact pen mark to the next heel contact pen mark on the same side (stride length) and step length was taken with stance of affected side. (Sometimes the marker leaves a line mark as the heel nears the floor for contact. The point at the termination of the line mark should be used for measurement.) Also, the total number of contact marks in the centre 6 m is counted.
Motor Imagery Technique
For training gait by motor imagery therapist/myself was standing in front of subject who was sitting on the chair with arm rest or lying on bed as per the comfort of subject.
Initially subjects were introduced with Motor Imagery technique. They were well explained about it.
Conventional Therapy for Gait
Walking: Subject standing with hip in correct alignment, subject practices stepping forward then backward with intact leg, making sure he/she extends his/her affected hip as he/she steps forward. I stand on either in front or on affected side and encourage the subject to take weight through affected leg. Likewise instruct to subject for forward walking. Subject was instructed for side walking by hip abduction and takes a long step at one side and follow by other step.
Elevation Activities: Subject was instructed to take a step-up on stairs by flexing hip and knee, with giving load on the forward limb and elevate his/her body to climb the one stair up. Then subject was instructed for step-down the stair by hip extension of one limb and hip flexion and knee flexion of other. Assistance was required where subject is not able to perform the activity due to fear of falling. Likewise subject was instructed stair climbing.
Community Activities: Subject performs walking on ramps, curves and uneven terrain as this increases the gait speed by increasing endurance. The over and around obstacles task was also given to the subject by placing a stick in front of subject and instructed for walk over the stick.
Quadriceps Strengthening: Resistive strength training was given to subject by tying weight cuff to the foot, and performing extension of knee.
RESULT AND DISCUSSION:
Statistics are performed by using SPSS 13 and Sigma state.  From above graphs and tables we can say that both treatments were effective for both groups.  From above graphs and tables we can say/infer that Group A showed significant improvement as compared to Group B in Step length, Stride length, Gait velocity and Cadence.  Gait assessment of Group A showed significant improvement at post intervention compared to Group B.  From these Results we conclude that the Group A is better Than Group B.
DISCUSSION:
Our study aimed to improve walking. Walking is basic mobility and enhances independence to anyone. The ability to walk independently is a life enriching activity and the most efficient way of getting from one place to another in the course of our daily lives.
The temporospatial gait characteristics indicate that cadence is especially adversely affected by stroke and that the improvement in gait speed is mainly due to an increase in stride length and, to a lesser extent, to an increase in cadence.
There is significant improvement in post interventional readings of (for stride length p= 0.023, for step length p=0.024, for gait velocity p=0.015 and for cadence p=0.024) Group-A, because as per previous studies conventional therapy with motor imagery gives significant effect in intervention. S.Corina et al. says that motor imagery with conventional therapy is effective in the time difference to perform the task from pre to post-intervention. 58 S.A. Zimmermann et.al says that evidence suggests Motor imagery provides additional benefits to conventional physiotherapy or occupational therapy.
12 Some author says that loco motor imagery training can be considered as a useful option for restoration of ambulation for individuals with chronic hemiparetic stroke who are unable to participate in physical gait training.
14 Ehrsson et al. showed an activation of specific limb-areas in the primary motor cortex. 35 Motor Imagery is a dynamic state during which the representation of a specific motor action is internally activated without any motor output.
In other words motor imagery requires the conscious activation of brain regions that are also involved in movement preparation and execution, accompanied by a voluntary inhibition of the actual movement. Some author reported that the activation of the pre-supplemary motor area and the primary motor cortex during imagery of loco motor movements.
Researchers hypothesized that movement execution; motor imagery and action observation are all driven by the same basic mechanism. Motor imagery and action observation are conceived as ''offline'' operations of the motor areas in the brain.
Researchers also reported that better equilibrium characteristics in elderly women as measured by walking balance and foot placement measures as a result of a combined treatment of motor imagery and physical therapy. 50 As Motor Imagery intervention did not sufficiently modify the asymmetry that is an inherent feature of hemiparesis so it should be given with conventional therapy. 4 Some researchers says that Imagery, in association with therapy, appears to be a noninvasive, efficacious complement to traditional therapy that substantially reduces impairment and improves outcomes.
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On other side there is significant improvement in Post-readings of (for stride length p=0.000, for step length p=0.002, for gait velocity p= 0.000 and for cadence p=0.002) Group-B also because as per the previous research results, conventional therapy for stroke is effective for getting ambulation and improvement in gait. Researchers say that Task-specific activities with strength training are effective therapeutic interventions for post stroke. Possible mechanisms associated with response to therapy were related to improve motor unit activation associated with increased strength in key muscles used in gait.
Authors present an intriguing hypothesis that over ground gait training such as walking forward, sideward's, may be better suited in educating patients regarding safety, while encouraging participation in therapeutic exercise to improve strength, cardiovascular fitness, movement efficiency, and agility. "Over ground gait training improves loco motor function and is a major goal of rehabilitation, and if patients want to improve walking, they need to practice walking. Over ground gait training represents the most task-specific approach in improving gait for individuals with hemiparesis after stroke. 52 It was also hypothesized that Muscle strengthening and physical conditioning are to reduce impairment and disability in chronic stroke survivors. 53 Stroke rehabilitation provides a targeted and organized plan to re-learn functions lost in the shortest period of time possible. Some studies suggest that successful and meaningful recovery is more likely to be accomplished if you are dedicated and keep a high level of motivation during your rehabilitation process. 54 It is recognized that repeated participation by patients in active physical therapeutic programs probably provides direct influence on the process of functional reorganization in the brain and enhances neurologic recovery. A key aspect of neural plasticity that has important implications for rehabilitation is the fact that the modifications in neuronal networks are usedependent. Clinical trials have shown that forced use and functional training contribute to improved function. 55 Standardized community-based rehabilitation therapy also helps stroke patients to improve their neurological function. 56 Clinical studies demonstrated that training or inpatient rehabilitation increases cortical representation with subsequent functional recovery, whereas a lack of rehabilitation or training decreases cortical representation and delayed recovery. 57 Results of post readings in both groups (For pre stride length (p=0.928) and post stride (p=0.592), for pre step length (p=0.777) and post step length (p=0.631), for pre gait velocity (p=0.459) and post gait velocity (p=0.959), for pre cadence (p=0.986) and post cadence (p=0.844)) show significant improvement, but improvement in Group-A was more than Group-B. In past two studies it was seen that Motor imagery provided additional benefits to conventional physiotherapy when given for upper limb functioning 12 . This can be a reason for the post intervention results of the present study where the mean value of experimental group showed better results than the mean value of control group. Researchers determined that embedded MI (Motor Imagery with conventional therapy) is superior to added MI (Conventional therapy separately). Brain areas activated during MI and real movements show a strong congruity for single arm movements as well as complex whole body movements in stroke patients. 6 These studies and researches give evidence that the Motor Imagery with conventional therapy is beneficial in gait rehabilitation. Motor imagery takes less effort and gives motivation to the subject for performing tasks hence easy to apply.
CONCLUSION:
As per the results of the present study, Motor imagery program is found to be effective when given with conventional therapy in improving gait in stroke subjects. Moreover it can be done easily by the patient as it takes less effort and motivates the subject for performing the desired task. It also does not fatigue the patient. Thus, it is a feasible method and can be applied in conjunction with conventional therapy while treating stroke patients with gait issues.
Clinical Relevance: Motor imagery program can be given together with conventional therapy to improve gait in stroke subjects and it can be done easily as it takes less effort and gives motivation to the subject for performing tasks. Thus it does not fatigue the patient. 
